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F Q00 | INITIAL. COMMENTS F 000 ; :
‘! Alexian Village Health and
| Rehabilitation Center is
| Complaint investigation #26305 was completed committed to achieving success
| {:I}t‘.lllring thfe _F'mnual recertlff:?ation survey at Alexian through providing excellent care
llage of Tennessee on Septamber 14 - 16, i e :
2010. No deficiencies were cited in relation to the | Andssrvice ta.our residents
complaint under 42 CFR Part 482.13 through quality assurance, |
Requirements for Long Term Care. compliance, and continuous | ] /d
F 221 | 483.13(a) RIGHT TO BE FREE FROM F 221| improvement. /9/7
58=D | PHYSICAL RESTRAINTS
The resident has the right to be free from any This Plan of Com?ctim? s
physical restraints imposed for purposes of respectfully submitted in response to
?fsctipi:ine or_conu:enienqe, and not required to | the findings of an annual survey and
reat the resicent's medicaf eymptoms. is not an admission of the validity of |
any finding or facility’s violation of |
This REQUIREMENT is not met as evidenced any standard. This Plan of Correction
bv: serves as the facility’s written
Based on medical record review, observation, credlb!e allegelltlon of substantial
| and interview, the facility failed to reduce or compliance with all standards.
eliminate a restraint for one resident (#11) of
twenty-two residents reviewed.
The findings included: 1. Resident # 11 was assessed by
Nursing and evaluated by
Resident #11 was admitted to the facility on Physical Therapy for possible
Qctober 12, 2008, with diagnoses including restraint reduction on 9/15/10.
Alzheimer's Disease and Dementia without .
Behavioral Disturbances. Resident # 11 was deemed to
' be a candidate for restraint
gsg;?)?t' ’E?P"dé?_; ie‘g 3“ }hg ghY?iC'abn'ﬁ — reduction after completion of
itulation Orders dated September ; ;
revealed "Lap buddy when up in w/c (wheelchair) the dssc;ssmfe HoAnd '
check every 30 minutes and release every 2 evaluation. The lap buddy was |
hours for ROM (range of motion)." removed and appropriate |
. ; seating device applied.
- Medical record review of the resident's Physical
MB%ORY DIRECTOR'S OR PRWVEB SIGNATURE TITLE (49) DATE
= il 7/55//0
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| Restraint Elimination Assessment dated

' December 15, 2009, March 15, 2010, and June

| 15, 2010, each revealed, "... Total

score-16...Candidate for restraint reduction or

elimination?...Yes...Action Plan...cont with lap

| buddy..." Continued review of the resident's

i Physical Restraint Elimination Assessment

{ revealed, "...Instructions: Restrained individuals
should be reviewed AT LEAST QUARTERLY to

| determine whether or not they are candidates for

' restraint reduction, less restrictive restraining

measures, or total restraint elimination...assess

the resident by circling the corresponding score(s)

that best describe his/her current status... Total

Score 0-20 Priority Candidate..."

Observations on September 14, 2010, at 2:45
p.m., and September 15, 2010, at 8:50 a.m., and
10:55 a.m., revealed the resident sitting in a
wheelchair with & lap buddy restraint in place.

Interview with Licensed Practical Nurse (LPN) #1
on September 14, 2010 at 3:10 p.m., in the ,
Conference Room, confirmed the residentwas a |
priority candidate for restraint reduction and/or
elimination attempt. Continued interview

| confirmed the facility failed to attempt a restraint
reduction and/or elimination for the resident.
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An audit of residents
have been completed and
no other resident have
been affected from this
practice.

In-service was held on
0/24/10 for Assessment
Nurses and Social
Services on following
through with Quarterly
Restraint Reductions
when appropriate after -'
completion of
assessment.

3. Weekly during the Falls
and Safety meeting
residents with restraints
will be reviewed for
possible reduction.

4. The Director of Nursing
will review all restraints ‘
weekly during Falls and
Safety meeting and will
report findings to Quality
Assurance Committee
monthly.
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